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and would like to congratulate the authors for developing these timely guidelines. However, the authors mentioned that febrile urinary tract infection associated renal scarring is highest in the first year of life. For infants less than one year of age, it would be more appropriate to use the term renal parenchymal defect instead of scarring, as recommended by the NICE guidelines.
2
Parenchymal defects discovered in infancy are usually the result of renal dysplasia rather than acquired scars. Renal dysplasia occurs when the developing kidney is subjected to an in utero insult, including vesicoureteral reflux, at a critical period of nephrogenesis.
3 Along the same lines, in the dysplastic kidney, recurrent febrile urinary tract infections add insult to injury, thus speeding up kidney function deterioration. 
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A rare human infection of Raoultella ornithinolytica in a diabetic foot lesion To the Editor: Raoultella ornithinolytica is a gram-negative encapsulated aerobic bacillus belonging to family Enterobacteriaceae that is found in aquatic environments, fish, and insects.
1 The most distinctive feature of this bacterium is its ability to convert histidine to histamine in scombroid fish. Consequently, infection with this microorganism causes redness and flushing on the skin. Histamine fish poisoning is caused by histamineproducing bacteria (HPB). R ornithinolytica is a histamine-producing bacterium that subsequently causes fish poisoning.
2 Human infections related to R ornithinolytica are exceedingly rare. Here, we report R ornithinolytica isolated from the wound of diabetic foot in a patient with predialytic chronic kidney disease (CKD).
A 44-year-old woman presented with complaints of weakness, dyspnea on exertion, and foot swelling. She had a previous history of diabetes mellitus, hypertension, CKD, and hypothyroidism. Current medications included insulin aspart, diltiazem, and levothyroxin. On admission, blood pressure was 160 mm Hg. On physical examination, the patient appeared to be in moderate respiratory distress. The findings of a cardiovascular examination were normal. The respiratory rate was 30 breaths per minute and auscultation of lungs revealed bibasilar crackles. There was moderate peripheral edema in the legs and a diabetic foot lesion on the bottom of the right heel. A maculapapular rash was evident in the lower limbs (Figure 1) . The patient suffered from a fever (38.5°) and non-ketotic hyperglycaemia (glucose, 619 mg/ dL). Intensive insulin treatment was initiated. She had uncontrolled diabetes with a 15.2% HbA 1C level. Her biochemistry panel and blood counts revealed a white blood cell count of 12.4×10 9 /L, hemoglobin of 8.5 g/dL, hematocrit of 27.2%, platelet count of 345×10 9 /L, serum sodium of 128 mEq/L, potas- 
